INTRODUCTION
Acetabular component revision in total hip arthroplasty can be a technically challenging endeavour. Proper preoperative planning is an essential prerequisite. Despite the best planning, unexpected problems do arise and necessitate improvisation at the time of surgery. There are various options available for acetabular reconstruction such as bipolar cup, allograft reconstruction, cemented cup, threaded cup, oblong-shaped cup, or the use of an acetabular reinforcement ring or cage. 1 Such procedures should ideally be carried out in places where facilities and access to a variety of options are available at the time of surgery. We report our experience in dealing with the problem encountered on the operating table and the technique used to resolve it when performing acetabular component revision surgery.
CASE REPORT
A 59-year-old unemployed man presented to the Monklands Hospital, UK in January 2001 with increasing pain in the left hip joint and difficulty in walking. He had had primary cemented total hip replacement for post-traumatic osteoarthritis of the left hip joint in 1990. Unfortunately, he had developed postoperative deep infection and underwent a 2-stage revision procedure in 1992. He recovered well following the revision hip surgery and was followed up as an out-patient.
The patient had alcohol-related problems and had been treated by a dermatologist for psoriasis. He noticed pain and discomfort again in his left hip in 2000 and thus came back to our hospital in January 2001 for another consultation. Examination suggested limited and painful hip movements, with no true limb length discrepancy. Blood inflammatory markers were all within normal limits. Radiographs showed loosening of the acetabular component at the bone cement interface in all the 3 zones, with lateral migration of the socket. The femoral component was well cemented and showed no signs of loosening. Hip aspiration was performed under fluoroscopy and showed no growth of any organism.
Previous operative notes mentioned that the patient had a cemented 48 mm high profile Exeter cup (Stryker, UK) and a cemented heavy duty femoral stem with 26 mm head, with metal on polyethylene as the bearing surface. Both primary and revision surgeries were carried out with the standard posterior approach. Radiographs suggested a well-preserved medial wall, with a deficient posterosuperior wall and loosening of the acetabular socket. The femoral component looked well cemented with no signs suggestive of loosening. In addition, the radiographs showed mature heterotopic ossification around the hip joint (Fig. 1) .
In view of the above findings, a decision was made to revise the acetabulum alone, with a bigger size cemented cup and excision of the heterotopic bone. The femoral component was to be revised only if it was found loose at the time of operation. The patient was aware of the increased risk of infection and dislocation because of the previous surgery and psoriasis.
Under antibiotic cover, the hip joint was exposed through a standard Hardinge approach without a trochanteric osteotomy. The heterotopic bone mass was excised. The femoral component was found to be secure. The acetabular component was removed and the acetabulum was prepared to accept a 53-mm cup. This was cemented in slight anteversion and in a neutral position. The femoral head was then replaced and reduced. At this stage, the reduction was found to be unstable, and the hip was easily dislocated with the leg in adduction despite having the cup in a neutral position.
As no augmentation devices were available, a segment was cut from another acetabular cup of the same design and size with an oscillating saw. The wedge was drilled and tapped. This was then used to reinforce the posterosuperior wall of the acetabulum and was held in a secure position with 2 long cortical screws drilled to the iliac bone (Fig. 2) . The hip joint was stable when tested for stability in different positions. There was no impingement noted between the acetabular wedge and the femoral neck.
The patient was mobilised in a hip brace for 3 months postoperatively. At the time of the 30-month follow-up, the patient was able to mobilise without any support or pain in the hip joint. Examination showed good pain-free range of movement. Repeat radiographs showed no further evidence of loosening (Fig. 3) .
DISCUSSION
Dislocation is the leading and under-reported cause of failure in revision hip arthroplasty. [1] [2] [3] [4] The risk factors for instability after a revision hip revision are not the same as those after a primary procedure. 2 The extent of soft-tissue dissection is probably the most important variable because inadequate myofascial tension can lead to hip instability. 2, 3 We are not entirely sure of the reason for the instability encountered during the operative procedure in our case. We presume that after removing the heterotopic bone mass, redundant soft tissue may lead to inadequate myofascial tension and result in instability. There are several options for reconstruction in acetabular revision surgery. Acetabular wedge augmentation is one of the useful options. 4 Constrained acetabular components have been used as a salvage in unstable and recurrently dislocating hips with good results. 5, 6 All such implants are useful only if the problem is anticipated in advance. When encountered with an unstable and dislocating hip on the operating table, the options are limited. The procedure described above may be useful under those circumstances. Acetabular augmentation was first described by Olerud and Karlstrom 7 as a treatment option for patients with recurrently dislocating hip during total hip replacement. They described that the added wedge segment was cut from the acetabular 
